We systematically reviewed school-based skills building behavioural interventions for the prevention of sexually transmitted infections. References were sought from 15 electronic resources, bibliographies of systematic reviews/included studies and experts. Two authors independently extracted data and quality-assessed studies. Fifteen randomized controlled trials (RCTs), conducted in the United States, Africa or Europe, met the inclusion criteria. They were heterogeneous in terms of intervention length, content, intensity and providers. Data from 12 RCTs passed quality assessment criteria and provided evidence of positive changes in non-behavioural outcomes (e.g. knowledge and self-efficacy). Intervention effects on behavioural outcomes, such as condom use, were generally limited and did not demonstrate a negative impact (e.g. earlier sexual initiation). Beneficial effect on at least one, but never all behavioural outcomes assessed was reported by about half the studies, but this was sometimes limited to a participant subgroup. Sexual health education for young people is important as it increases knowledge upon which to make decisions about sexual behaviour. However, a number of factors may limit intervention impact on behavioural outcomes. Further research could draw on one of the more effective studies reviewed and could explore the effectiveness of 'booster' sessions as young people move from adolescence to young adulthood.
Introduction
Sexually transmitted infections (STIs) are preventable but rates of some STIs continue to increase, particularly among young people [1] . Individuals may be at risk for a variety of reasons such as a lack of knowledge about STIs, low self-efficacy (lacking belief that one can successfully meet a goal or perform a particular task such as using condoms), poor condom use and/or sexual negotiation skills. Risktaking may also be influenced by peer-group norms. Some groups of young people, often characterized by factors associated with the broader determinants of social and health inequalities e.g. education and literacy, are disproportionately affected by STIs [1, 2] . Behavioural interventions, which have been designed to encourage young people to adopt and maintain safer sexual behaviour, are one approach to preventing STIs and promoting sexual health. Preventing STIs and teenage pregnancies are a high priority for health policy because of their adverse impacts on individuals and on health service resources. However, it is important to base interventions upon sound evidence of effectiveness. Recognizing that not enough was known about the effectiveness of using behavioural approaches to prevent STIs, the UK National Institute for Health Research Health Technology Assessment Programme commissioned us to assess the evidence for the effectiveness of different behavioural approaches in preventing STIs among young people aged [13] [14] [15] [16] [17] [18] [19] years and identify possible areas for future research. Other recent systematic reviews on this topic have generally shown that behavioural approaches can promote safer sexual behaviour although the degree to which they have done so has been variable. Some of these systematic reviews have had a broad scope [3] and others have tended to focus on either a particular intervention type [4] , a particular geographical area [5, 6] , pregnancy prevention [7] or a particular STI [8] . In this research, the broad scope of the overarching research question was expected to yield a high number of pertinent research studies. However, it was thought likely that many of these would have been devised for specific cultural groups and populations with uncertain relevance to young people aged 13-19 years in the United Kingdom. Therefore, a unique feature of this project was that it was designed with two stages. Firstly, a descriptive map of studies meeting the broad inclusion criteria of the overarching research question was constructed to summarize the studies' characteristics. This descriptive map was presented to a project advisory group who used the map to identify a subset of interventions that could help inform policy and practice in the United Kingdom for the prevention of STIs in young people aged 13-19 years. In the second stage, the subset of studies prioritized from the descriptive map was systematically reviewed.
Materials and methods
Methods were documented in advance in a protocol and an advisory group (eight invited members representing genito-urinary medicine clinicians, health promotion practitioners, youth workers, policy specialists and academics) helped guide the project. In addition, four websites were searched and bibliographies of included studies, and systematic reviews (identified by a separate search) were screened for relevant studies. Advisory group members were contacted to identify additional published and unpublished references. An example Medline search strategy is shown in Table I , this was adapted for use in other databases. The protocol and search strategies for databases other than Medline are available on request.
Clinical effectiveness: inclusion screening, data extraction and quality assessment A two-step process was used to identify studies for systematic review. In step one, titles and abstracts were screened by one reviewer to identify all studies that appeared to meet the broad project inclusion criteria (Box A, Panel 1). Full texts of these studies were obtained and inclusion criteria applied by two reviewers independently.
Step one continued with a mapping exercise that was conducted to descriptively code full text articles meeting the project inclusion criteria according to a range of characteristics including: study design; country; intervention location, type and provider and, outcomes. Information was also collected on the sociodemographic characteristics of study participants which have been implicated in sexual health inequalities, using a framework developed for applying an 'equity lens' to the findings of systematic reviews [9] . This systematic mapping exercise provided an overview of the available evidence and allowed the evidence to be grouped according to combinations of the characteristics used to code the articles. Several different subsets of studies grouped according to different characteristics such as participant characteristics, type of intervention, outcome measures, etc. identified by the descriptive map were discussed with the advisory group. The school was the most commonly identified intervention setting and it was noted that these school-based interventions have the potential to reach a large number of young people. The advisory group also considered that interventions which taught skills that could help young people to avoid catching and/or transmitting STIs in addition to providing factual information about STIs would be most likely to address current practice needs. Based on these discussions, the inclusion criteria for the systematic review were developed (Box A, Panel 2) and used to identify a subset of full text articles for systematic review.
In the second step of the process, the systematic review, two reviewers independently extracted data from all RCTs that met the specific systematic review criteria (Box A, Panel 2) using EPPI-Reviewer software, which compared data extractions and identified discrepancies in coding [10] . Differences were resolved through discussion or consultation with a third reviewer. The quality of each study was assessed by two reviewers independently using an instrument devised by the EPPI-Centre which examined methodological characteristics including intervention allocation, blinding, outcome assessment, data analysis and aspects relating to the avoidance of selection bias, attrition bias and selective reporting bias (full details of the instrument are available on request). To be deemed to have avoided selection bias studies had to demonstrate the use of random allocation, report baseline prognostic factors (e.g. age, ethnicity, health status) for all participants in each group and find them to be balanced or adjust for imbalances in data analyses. To be deemed to have avoided attrition bias, studies Behavioural interventions for preventing STIs had to report the attrition rate separately for each study group and attrition had to differ by less than 10% between study groups (or be less than 30% overall), or prognostic factors had to be balanced between groups for those available for analysis. To be deemed to have avoided bias due to selective reporting all outcomes described in the study aims and methods had to be reported in the analysis. Only studies that were judged to have avoided all three of the specified types of bias were declared 'sound' and their outcomes analysed in the systematic review.
Data synthesis
Effectiveness data were synthesized through a narrative review and, where data allowed, through meta-analysis. Outcome data from a study were only reported if the study was deemed (during quality assessment) to have avoided selection bias, attrition bias and bias due to selective reporting.
Meta-analysis was conducted using EPPIReviewer software [10] . A fixed-effect model was used initially, with a random-effects model used to explore any statistically significant heterogeneity observed. Statistical heterogeneity was identified using the chi-squared test and considered significant if the P-value was greater than 0.10. The I 2 -statistic [11] , which describes the percentage of the variability in effect estimates that is due to heterogeneity rather than sampling error (chance), was used to quantify the magnitude of statistical heterogeneity. Many of the interventions randomly allocated clusters to each study arm rather than individuals. It was therefore necessary to account for the tendency of individuals in a cluster to be similar which can reduce the variability in their responses. If the study reported an intracluster correlation coefficient (ICC), this was entered into the meta-analysis software. If no ICC was reported, we imputed a value of 0.2 (this was based on a value Participants: young people aged 13-19 years. Intervention: behavioural interventions based in (but not restricted to) schools in which an element of the intervention included the development of sexual behavioural skills (e.g. how to use a condom; how to negotiate safer sex with partners). Studies evaluating interventions teaching skills outside the context of sexual health (e.g. life skills) were not included. Comparison condition: any comparator permitted. Outcomes: self-reported sexual behaviour e.g. abstinence from sexual activity, condom use, number of sexual partners (studies reporting other outcomes could be included providing behaviour was also measured). Study Design: RCTs only.
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used for a power calculation in one of the included studies). Since this value was higher than ICC values reported by other included studies, the effects were tested of imputing lower ICC values and of omitting an ICC value when none was reported (pooled effect estimates did not alter, data not reported). Mean cluster size was calculated by dividing the total number of young people randomized to each study arm by the number of clusters.
If data needed for meta-analysis were missing from a study or unclear the author of that study was contacted by email and asked to supply the missing data or provide clarification. However, few authors responded.
Results
A total of 8037 references were identified and 355 full papers were retrieved (Fig. 1) . The project inclusion criteria were met by 136 separate evaluations, which were included in the descriptive map. The systematic review criteria, informed by Behavioural interventions for preventing STIs consultation with the advisory group, were met by a subset of 15 RCTs (described by 45 papers).
The included studies varied considerably (Table II) . Most studies were conducted in schools in the United States [13-16, 19, 20, 23, 26] , the remainder took place in Africa (South Africa [17] , Tanzania [18] and Namibia [22] ) and Europe, including the United Kingdom (Italy [12] , The Netherlands [21] , Scotland [25] and England [24] ). Intervention providers were most usually teachers and/or peer educators although specially trained health educators, members of the local community and in one case a computer, were also used. In accordance with the inclusion criteria, all studies were based in (but not restricted to) a school or college setting and provided skills training in addition to education and information provision.
The length and intensity of the interventions varied widely. The shortest were single 5-hour sessions [15, 16] and the lengthiest/most intense intervention appeared to be that of Wight et al. [25] , consisting of 20 sessions over 2 years. Not so lengthy, but also intense was Coyle et al. [14] , involving 26 hours of intervention over 5-7 weeks, and Stanton et al. [22] , comprising fourteen 2-hour sessions over 7 weeks. Intervention content was variable but all studies addressed HIV/AIDS and/or STIs generally with six additionally covering the prevention of unintended pregnancy and/or contraception [13, 14, 20, 24, 25, 26] . All studies aimed to increase knowledge of HIV and other STIs. Most interventions encouraged a reduction in sexual risk taking (including increasing the desirability of using condoms during intercourse and in some studies delaying the initiation of sexual intercourse). Additional intervention content included development of sexual negotiation/communication skills, practicing condom use skills, enhancing self-efficacy or encouraging favourable peer norms. All but two studies [24, 26] cited a named theory of health-related behaviour, which had informed their intervention, and some interventions were replications or adaptations of previously published interventions from different locations.
At the time of writing (October 2011), five of the interventions are available to purchase via the Internet [13, 14, 19, 22, 26] . A sixth intervention, Focus on Kids [23] , has been adapted and is available titled Focus on Youth. Two interventions [12, 17] were based on existing curricula, which were referenced but how these had been adapted was not stated. Six studies [15, 16, 18, 20, 24, 25] provided some description of the intervention but it would be difficult to replicate the study from the description provided. However, the first authors of these studies are still active in the field so potentially could be contacted for more detailed information, a strategy suggested by Jemmott et al. [16] . In addition for one of these six studies, Wight et al. [25] , the SHARE project website is active, providing further contact information. The content of each session in the remaining study [21] was described but the first author died in 2009 so it is not clear whether further details for this intervention could be obtained from anywhere.
The comparators for the studies were most often the 'standard' sex education already in place or an attention control. Comparators generally involved information provision alone, while attention controls provided a programme of the same length and intensity as the intervention but focussed on a nonsexual health topic. Two studies delayed delivery of the intervention to form a control group while one study had a 'no intervention' control.
Participants were largely in their early to midteenage years (up to and including 16 year olds). Two studies enrolled participants who were in their late teenage years [12, 22] . One study was designed for young men only, and about two-thirds of participants in another study were male. The remaining studies were mixed sex with an equal balance between the sexes.
Twelve of the 15 studies were deemed to have avoided selection bias, attrition bias and bias due to selective reporting (Table II) [12, 13, [15] [16] [17] [18] [19] [20] [23] [24] [25] [26] . The three other studies [14, 21, 22] were judged to be at risk of at least one type of methodological bias and the outcomes from these studies are not analysed in this review [14, 21, 22] . All three studies were judged to be at risk of attrition bias. In Coyle et al. [14] and Schaalma et al. [21] , this was because the attrition rate was not reported J. Picot et al. Delayed intervention n = 253; age = 17 (median presumed)
separately by allocation group (and could therefore have differed between groups), whereas the Stanton et al. study [22] reported a rate separately by group that was statistically significantly higher from the control group than the intervention group, differing by more than 10%. The Schaalma et al. study [21] Behavioural interventions for preventing STIs was also judged to be at risk of selection bias because no method for randomization was described and no baseline values were reported.
We grouped the 12 studies contributing outcome data to the review according to the comparison being made: intervention versus standard sex education (whatever was usually provided) [13, 17, 19, 25, 26] , intervention versus control [15, 16, 18, 20, 23] or peer-led versus teacher-led interventions [12, 24] . There is a key difference in the two studies in the peer-led versus teacher-led group, in the study by Stephenson et al. [24] , the peers delivered a behavioural intervention that was different to the standard sex education delivered to the comparison group by teachers. In contrast in the study by Borgia et al. [12] , a very similar behavioural intervention was delivered by peers to the intervention group and by teachers to the comparison group. Behavioural aims and types of behavioural outcome reported were varied but fell into the following categories: sexual initiation, condom use, sexual intercourse, contraception/pregnancy, number of partners and other. Insufficient data on factors such as participants' gender, ethnicity and socioeconomic status were reported to support subgroup analyses to assess the potential impact of the interventions on sexual health inequalities. However, where studies reported data for subgroups of participants, these outcomes are briefly summarized.
Sexual behaviour outcomes
The effects of interventions on sexual behaviour outcomes are summarized in Table III. Five studies contributed data on delaying sexual initiation [13, 18, 20, 24, 25] . Three of these reported that there was no significant difference between the intervention and comparison group [13, 18, 25] . The other two studies [20, 24] did report a statistically significant difference in favour of participants in the intervention group. Intervention participants were less likely to have initiated sexual intercourse than participants in the comparison group. Data were provided, or could be calculated, for entry into meta-analysis by four of the five studies [13, 20, 24, 25] . The fixed-effect pooled odds ratio was 1.03 (95% CI 0.74-1.43) indicating no significant difference between intervention and control (Fig. 2, Panel A) . No statistically significant heterogeneity was detected (P = 0.929, I 2 = 0%). Two of the studies [24, 25] reported data separately for young women and young men. One of these [24] found a statistically significant intervention effect for girls in the peer-led group who were less likely to report having had sex by age 16 years than girls in the teacher-led group. However, no difference between the groups was found for boys. In contrast, the other study [25] found no statistically significant difference between the proportions of young men and young women who became sexually active in intervention and control groups.
All but one study, Klepp et al. [18] , reported on condom use, however, outcome measures varied: condom used at first sex [13, 24, 25] , condom used at the most recent episode of sexual intercourse [13, 17, 20, 23, 24, 25, 26] , frequency of condom use [12, 13, 15, 16, 23, 25] , condoms ever used [19] , condoms used with nonoxynol-9 [19] .
Statistically significant effects in favour of the intervention group were only reported by two of the studies for the outcomes of condom use at last sex [13] and frequency of condom use [13, 15] . Only data from outcomes measurement at 6 months [15] and 7 months [13] were unaffected by attrition bias; therefore, it is not known whether these improvements could be maintained long term.
Data were available in six studies to enter into a meta-analysis for the general outcome classified as 'all condom use' (i.e. condom use at first sex, at last sex, etc.) to obtain an overview of all possible condom use outcomes. The fixed-effect pooled odds ratio was 1.07 (95% CI 0.88-1.30) with no statistically significant difference between intervention and comparator. No statistically significant heterogeneity was detected (P = 0.333, I 2 = 12.9%) (Fig. 2,  Panel B) . Two of the studies [24, 25] reported data separately for young women and young men. There were no statistically significant differences in condom use outcomes between the study groups for young men or young women.
There were only two statistically significant effects on sexual intercourse in favour of the intervention group. These were for anal intercourse [15] and for J. Picot et al. Fig. 2 . Meta-analysis forest plots for the sexual behaviour outcomes A: 'delaying sexual initiation' and B: 'all condom use' (odds ratios). Footnote to Panel A: the zero value for Coyle et al. sample size is due to slightly different data entry for this study. The sample size is 2565. Coyle et al. did not report data that could be entered into a 2 3 2 table but did provide an effect size and its standard error which were entered directly into the EPPI-reviewer software for meta-analysis. Footnote to Panel B: the zero value for Coyle et al. is due to slightly different data entry into the meta-analysis software for this study. The sample size is 1018.
reducing the consumption of alcohol at last sex in the subgroup of intervention participants who were sexually naïve at baseline [17] . One study [24] reported data separately for young women and young men. There was no statistically significant difference between the proportions of young men in the peer-led and teacher-led groups who had had sex since first sex, and the same was true for young women.
Of the four studies that included a contraception and/or pregnancy outcome [13, 23, 24, 25] , only Coyle et al. [13] reported a statistically significant effect in favour of the intervention group for the outcome of protection against pregnancy at last sex (use of condom, oral contraceptive or both). The other three studies used slightly differing outcomes and either reported no significant difference between the groups or did not report any statistical comparison. Two of the studies [24, 25] reported data separately for young women and young men. There was no statistically significant difference in oral contraceptive use outcomes between the study groups for young men or between the study groups for young women.
Six studies assessed intervention effects on the number of sexual partners [12, 13, 15, 16, 19, 20] although one of these limited the reporting of this outcome to a subgroup of participants who had become sexually active during the course of the study [19] . One study reported separately on the number of anal sex partners [15] and one on the number of female anal sex partners [16] . Only Jemmott et al. [15] , reporting the number of anal sex partners, found a statistically significant difference between the groups in favour of the intervention at the 6-month post-intervention follow-up. However, there was no significant difference in the number of heterosexual (coital) sex partners in this study. The remaining studies reporting on this outcome either found no significant difference or did not report a statistical comparison between intervention and comparison groups [12, 13, 16, 20] or subgroups [19] .
Non-behavioural outcomes
Non-behavioural outcomes were grouped under the following headings: skills and self-efficacy, knowledge, attitudes and behavioural intentions. The effects of interventions on these outcomes are summarized in Table IV. All interventions had a skills component. These were variable but included communication and negotiation, decision-making, risk avoidance, sex refusal or abstinence and condom use skills. However, a third of the included studies [16, 18, 19, 25] did not report a skills outcome or a corresponding self-efficacy outcome. Furthermore, the self-efficacy outcomes when reported did not always correlate with the skills components included within the interventions. The numbers of items and types of questions used to assess each self-efficacy measure varied across the studies. Two studies [15, 23] reported that the intervention had a statistically significant effect on either the single [15] or two [23] self-efficacy measures reported. In contrast in one study [12] assessing a single self-efficacy measure and a second [26] assessing three self-efficacy measures, the intervention had no statistically significant effect. The remaining four studies [13, 17, 20, 24] all reported statistically significant intervention effects for some but not for all of the selfefficacy measures assessed and in two of these studies [17, 24] , the statistically significant intervention effects were restricted to a subgroup analysis of young women.
All 12 studies also attempted to measure participants' knowledge, but the knowledge tested varied depending on the focus of the educational component of the intervention. Ten of the 12 included studies reported that the intervention had a statistically significant effect on increasing knowledge. Only two studies did not demonstrate a statistically significant difference in knowledge between young people in the intervention and comparison [17] or control [23] groups.
Eight of the included studies assessed participants' attitudes [12, 13, 16-18, 20, 24, 26] . A high proportion of studies (3/4) that assessed an intervention in relation to a control group reported a statistically significant improvement in attitude in the intervention group. In contrast, when interventions were assessed in comparison to standard sex education or to teacher-led interventions, a statistically Behavioural interventions for preventing STIs Stephenson et al a . [24] Self-efficacy Sex refusal 
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significant improvement in attitude in the intervention group was less common (only in 1/5 studies).
Outcomes relating to participants' intentions were reported by six studies [15] [16] [17] [18] [19] 26] , although one of these, by Levy et al. [19] , only reported intention outcomes for a subgroup of participants who had become sexually active during the course of the study. The most commonly reported intention outcomes were summary measures from questions about participants' intentions to have sex. An intervention effect was most likely to be reported by studies with a control group rather than a comparison group.
None of the included studies reported infection rates. Coyle et al. [13] reported whether participants had had a HIV or STI test but the outcome of these tests is not known.
Discussion
Most of the 12 studies that contributed outcome data to our systematic review demonstrated that their school-based behavioural interventions had a statistically significant effect on improving participants' sexual health knowledge. Self-efficacy was also greater in the intervention group in those studies that reported on this, although the effect was sometimes limited to a subgroup of intervention participants. Attitudes to sexual health and behavioural intentions in the intervention group were improved in most studies which had a control group, but when interventions were compared with standard sex education, most studies did not find statistically significant differences between the groups. Despite the positive changes in non-behavioural outcomes, this systematic review has shown that in general the school-based behavioural interventions to encourage safer sexual behaviour among young people had a limited effect. About half of the studies reported a statistically significant effect on a behavioural outcome [13, 15, 16, 17, 19, 20, 24] , but in three cases, the effect was limited to a subgroup of the participants [17, 19, 24] . Furthermore, in each study, there were other behavioural outcomes for which no significant differences between groups were observed.
The remaining studies did not report that the intervention had any statistically significant behavioural effects [12, 18, 23, 25, 26] .
A key strength of this review is that it began with a broad search for trials of behavioural interventions in young people aged 13-19 years and the full text articles retrieved were initially categorized in a mapping exercise. The results of this mapping stage (which have been reported on elsewhere [27] ) were discussed with our advisory group who provided guidance to ensure that the subset of studies we chose to systematically review in more depth was relevant to policy and practice. The main limitation of the systematic review is that, despite prioritizing a specific subset of studies, each assessing a school-based education and skills development sexual health promotion intervention, there was still variation between the studies in terms of the intervention characteristics. Furthermore, poor reporting of methodological and outcome data (e.g. missing information on numbers at baseline who were sexually active, missing denominator values, missing measures of variance, no numerical data reported) limited our ability to perform meta-analysis.
Other systematic reviews in similar topic areas have reported mixed results but have generally shown that behavioural interventions can lead, to varying degrees, to safer sexual behaviour among young people [4, 5, [28] [29] [30] . However, these reviews had different scopes and inclusion criteria and were not restricted to school-based interventions. Therefore, none of them can be considered wholly comparable with this review.
A number of factors may explain the limited impact of the interventions on behavioural outcomes. Some of these factors were identified by our synthesis of trial process evaluation data [27] such as imperfect implementation of the interventions and difficulty in engaging the young people in the intervention, for example, due to intervention content that did not meet their needs or due to embarrassment in discussing sexual topics in a classroom setting. Length of follow-up is another potential factor in the lack of impact on sexual behavioural outcomes. Of the outcome data we included in the report, most (eight studies) were obtained after a year Behavioural interventions for preventing STIs or less of follow-up. As not all of the young people were sexually active and because health-related behaviour is known to take time to adopt and become routine [31] , it is possible that had the young people been followed-up for longer significant differences in outcomes such as condom use may have been observed. However, both the SHARE study [25] , which had the lengthiest intervention (2 years), and the RIPPLE study [24] , which had the longest follow-up (7 years), showed that there were no significant differences between study groups in outcomes such as unprotected first sex, condom used at last sex, regretted or pressured sex (at first and last sex), quality of relationship with current partner or diagnosed STI at aged 18 years. Also, other evidence [32, 33] suggests that the effect associated with an intervention may diminish with time after intervention delivery. The outcome measures themselves may not have been sufficiently sensitive to reflect the sexual behaviour of the young people. For example, young people might employ strategies other than condom use to reduce their risk of STIs. Such strategies might include both partners seeking testing for STIs and, following negative results, using another method of contraception so that they can enjoy intercourse without using condoms. The limited impact on sexual behaviour of the interventions included in this systematic review should not hinder the provision of education and support for sexual health within schools because it is important that young people have a sound foundation upon which to make decisions about their sexual behaviour.
Findings from non-behavioural measures were grouped under overarching descriptors: skills and self-efficacy, knowledge, attitudes and behavioural intentions. While trials reported outcomes using these terms, we acknowledge that there was variation in the approach taken by each study to assessing these in terms of numbers of items contributing to the overall measure, types of questions and phrasing of questions asked, and the scales used for measurement. This variability may contribute to the differences in findings between the studies.
Future research could include adapting the approach taken in one of the more effective studies included in this review, such as the Safer Choices intervention [13] . This intervention was more comprehensive than many of the others included in our review. In addition to the classroom-based education and skills development activities, which are typical of interventions with a primary focus on the curriculum, parents were encouraged to take part in 'homework' with their children to discuss sexual health and linkages with community health services were sought. Inclusive, co-ordinated multi-component interventions such as this, which seek to influence young people by targeting many of the contexts in which they live (e.g. wider-school environment, home and community), may be more successful than interventions, which primarily focus on the curriculum. However, if a multi-component intervention similar to the Safer Choices intervention were to be introduced in a different country careful piloting work would be necessary to ensure the cultural relevance of each of the intervention components was maintained. It is also important that any adaptions made are documented and that the adapted intervention materials are deposited in the public domain so that others can replicate the intervention with ease.
Research could also be undertaken to explore the effectiveness of 'booster' sessions as young people either progress to further education or leave full time education. The aim of such sessions would be to support the adoption of safer behaviours in those beginning to have sex and encourage already sexually active young people to maintain protective behaviours.
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